W e congratulate Colebourn and colleagues for the development of a credible fellowship in echocardiography, built on robust education methods. 1 This timely report invites further discussion about the future of critical care delivered echocardiography in the UK.
Through a process of local collaboration the Oxford group have developed a safe and structured community of practice, putting a robust governance structure at its heart. The two-year programme develops the 'trainee apprentice' to achieve independent practice and BSE accreditation.This rigorous training programme produces users who represent the apex of a broad-based skills triangle as described by Vieillard-Baron and colleagues (Figure 1 ). 2 The base of this triangle is currently occupied by those who have little or no experience with this technology. The middle portion we believe, is made up of those with a broad range of skills, ranging from those taught by the newly developed Focused Echocardiography Evaluation in Life Support course (FEEL UK), to self-developed experience. This latter group is largely without a formal qualification. The development of FEEL-UK offers all intensivists a solid and worthwhile introduction to echocardiography. However beyond this curriculum there is a breadth of essential echocardiography knowledge and skills, described by Chambers et al, 3 which should be safely and rightly attainable by UK intensivists. Development of training to this new standard should not, however, detract from those who want to go further and develop BSE accreditation in intensive care echocardiography. However we advocate a new echocardiography curriculum, which would give intensivists the skill to assess and monitor the unique pathophysiology of critical illness and potentially improve care for their patients, as Orme and colleagues' experience has shown. 4 While full BSE accreditation might be the ultimate goal for some physicians, many will feel the requirements (exam and a logbook of 250 cases) to attain it are too great and a credible alternative is now long overdue.
Our challenge in the wider ICU community is how we safely deliver this standard of practice and which body should oversee its development. Colebourn et al have formalised what we know happens in many successful UK departments. These groups have developed strong inter-department links, where cardiologists, cardiac physiologists and other professionals come together with ICU doctors to form safe local solutions to everyday critical care needs. We strongly believe that this process can and should be managed by an intensivistcardiologist partnership and should now be formalised. We advise the development of a national network of intensivists and cardiologists who might come together to lay the foundations of a truly ICU-based curriculum and establish a framework for teaching and training for safe practice.
FEEL-UK and programmes like the Oxford collaborative fellowship are putting the debate firmly on the agenda. We call on the Intensive Care Society to recognise this unmet need and work with intensivists and cardiologists alike to deliver a programme and our own solutions. We welcome readers' comments and would be pleased if members would like to join our working group. 
